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Introduction
On the morning of September 11, 2001, four
commercial airliners were hijacked from U.S. air-
ports. Two of the planes crashed into the twin tow-
ers of the World Trade Center (WTC) in lower Man-
hattan, New York City. The WTC towers collapsed
in the hours after they were hit. Although most peo-
ple working inside the twin towers evacuated the
buildings soon after the planes hit, the collapse of
the towers resulted in the death of more than 3,000
people. Among the dead were office workers in the
buildings at the time of their collapse and rescue
personnel who had been climbing the towers in an
attempt to bring survivors down to ground level.
The terrorist attacks of September 11 were the larg-
est single terrorist attack ever on U.S. soil. 
In addition to those who were injured during
the attacks and the families of the deceased, other
residents of New York City also were affected in sev-
eral ways. First, most New Yorkers were at work or
on their way to work at the time of the attacks. In-
stant news coverage of the event resulted in the
vast majority of residents of the City witnessing the
events as they unfolded, either in person or live on
television. Second, the area of lower Manhattan de-
stroyed in the attacks was central to telecommuni-
cations and transportation in the city. After the at-
tacks, telephones in many parts of the City were not
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functioning for several weeks, and subway and au-
tomobile transportation were rerouted, resulting in
significant commuter delays. Third, the attacks
were followed by several events that kept them at
the forefront of public attention. Among these were
repeated warnings of possible further terrorist acts,
the discovery of anthrax delivered through the post-
al service to members of the news media and politi-
cians, and a worsening economy. 
The sheer magnitude of the September 11 at-
tacks and the impact they had on the City in the
weeks and months that followed suggested that
these attacks would have significant mental health
sequelae both among those directly affected by the
attacks and among residents of New York City at
large. Disasters present an opportunity to study the
mental health consequences of psychological trau-
ma in the general population. Although the mental
health consequences of disasters have been the sub-
ject of research in the past two decades, most post-
disaster research has focused on direct victims of di-
sasters (including those who were close to the event,
families of victims, and rescue workers). Relatively
few studies have assessed the impact of disasters on
the mental health of the general population (Green
and Lindy, 1994; Hidalgo and Davidson, 2000). In
addition, many of these studies have been carried
out several months after the disasters they studied
and have differed in their measures of mental
health. As such, in the wake of the September 11 at-
tacks, deriving empiric estimates of the short- and
medium-term consequences of the attacks in the
general population of New York City was difficult.
Such estimates were needed, however, for planning
the public mental health response to the attacks.
This report summarizes the major findings from
two population surveys carried out in Manhattan
one month and four months after the attacks. The
summary focuses on the prevalence of post-trau-
matic stress disorder (PTSD) and depression. These
surveys were part of a comprehensive group of re-
search projects launched after the attacks by the
New York Academy of Medicine in collaboration
with the Medical University of South Carolina. 
 Study Methods
We conducted two population surveys. The first
survey was carried out between October 15 and No-
vember 16, 2001 (the October survey), and the sec-
ond survey was carried out between January 15 and
February 21, 2002 (the January survey). The sam-
pling frame for the October survey was adult resi-
dents (18 years of age or older) of Manhattan living
south of 110th Street. This area, the part of New
York City closest to the WTC, was selected to pro-
vide a rapid needs assessment in the areas likely
most affected by the September 11 attacks. The
sampling frame for the January survey included all
adults in New York City with an oversampling of
residents of Manhattan living south of 110th Street
to permit comparison between the two surveys. This
chapter presents results from the October survey
and from the Manhattan oversample of the January
survey. Both surveys used random-digit-dialing
(RDD) to reach a person at a residential telephone
number and obtain verbal consent for an interview.
Interviews were conducted in English and Spanish
using computer-assisted telephone interviewing.
The overall cooperation rates for the surveys were
64.3 percent for the October survey and 60.0 per-
cent for the Manhattan sample of the January sur-
vey. Both surveys were approximately 35 minutes
long, and the measures used were consistent be-
tween surveys to allow for comparison. Sampling
weights were developed and applied to the data to
correct potential selection bias related to the num-
ber of household telephones and persons in the
household. More detailed discussions of the meth-
ods and results from these surveys can be found
elsewhere (Galea, Ahern, et al., 2002; Galea,
Resnick, et al., 2002; Vlahov et al., 2002).
Data
In both surveys, respondents were asked ques-
tions using a structured questionnaire. The survey
instrument was based on items from previous sur-
veys that assessed the mental health consequences
of natural disasters (Freedy, et al., 1993). We asked
questions about demographic variables (age, race/
ethnicity, gender, yearly household income, educa-
tion, and marital status). We assessed proximity to
the disaster site by collecting information about
where the respondent was living prior to September
11 and where the respondent was on hearing about
the September 11 attacks. We asked about a range
of September 11 event-experiences, including if the
respondent had witnessed the attacks of September
11, if the respondent was afraid for her or his life
during the attacks, if friends or relatives were killed
during the attacks, if the respondent was displaced
from home as a result of the attacks, if the respon-
dent was involved in the rescue efforts, and if the
respondent lost a job or possessions as a result of
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the attacks. This chapter, reports on key demo-
graphic characteristics from the October survey.
We used two primary measures of mental
health status: PTSD and major depression. We mea-
sured PTSD using a modified version of the Diag-
nostic Interview Schedule (DIS) measure, based on
the Diagnostic and Statistical Manual of Mental
Disorders, 4th Edition (DSM-IV) (Robins, et al.,
1996; American Psychiatric Association, 1995). This
PTSD scale has a coefficient of agreement with cli-
nician-administered structured clinical interviews
of 0.71 for current PTSD and 0.77 for lifetime PTSD
(Kilpatrick et al., 1998; Resnick, et al., 1993). In the
October survey, we measured lifetime PTSD, cur-
rent (within the previous 30 days) PTSD, and cur-
rent PTSD that was related to the September 11 at-
tacks. We assessed lifetime PTSD on the basis of
prevalence of necessary PTSD criterion B, C, and D
symptoms concurrently at any point during a re-
spondent’s life. We assessed current PTSD on the
basis of the necessary PTSD criterion symptoms
within the previous 30 days. To measure PTSD that
was related to the September 11 attacks, all re-ex-
periencing symptoms (criterion B) and all content-
specific (e.g., avoidance of thoughts or feelings)
avoidance symptoms (criterion C) were required to
be related to the September 11 attacks. A subset of
avoidance symptoms and all the arousal symptoms
(criterion D) could not be linked directly to the at-
tacks except by time frame (occurrence within the
previous 30 days, hence, since the attacks). Partici-
pants were then required to report at least one re-
experiencing symptom specific to the attack, at
least three avoidance symptoms (content-specific
where relevant or in the previous 30 days), and two
arousal symptoms (in the previous 30 days) for a di-
agnosis of current PTSD related to the September
11 attacks. In the January survey, we also assessed
lifetime PTSD, current PTSD, and current PTSD re-
lated to the September 11 attacks. Additionally, in
the January survey we assessed PTSD since Sep-
tember 11 and PTSD since September 11 that was
related (as described above) to the September 11 at-
tacks. 
In the October survey, we assessed lifetime and
current (past 30 days) depression through the pres-
ence of required symptoms using a validated modi-
fied version of the Structured Clinical Interview for
DSM-IV major depressive episode questions. In the
January survey, we assessed lifetime and current
depression and depression since September 11. In
this chapter, we present prevalence of PTSD and de-
pression from the October and January surveys; we
also present comorbidity between PTSD and depres-
sion from the October survey.
We assessed mental health service use by ask-
ing about participants’ mental health service utili-
zation “for personal or emotional problems” in their
lifetimes, in the 30 days before September 11, and
in the 30 days after September 11. We asked if par-
ticipants had seen a psychologist, psychiatrist, phy-
sician, mental health counselor, social worker, min-
ister, or other specialist during these periods. For
participants who answered yes to having seen any
of these service providers, we asked how many
times they had seen each provider during the time
periods. We also asked if they had taken any medi-
cations prescribed by a doctor, such as antidepres-
sants or sleeping pills, for emotional problems in
the 30 days before and in the 30 days after Septem-
ber 11. In this chapter, we present data about men-
tal health treatments among residents of Manhat-
tan from the October survey.
Results
Demographic Variables
We analyzed results from 988 and 2,001 respon-
dents in the October and January surveys, respec-
tively. In the January survey, 506 of the respon-
dents were in the Manhattan oversample (living
below 110th Street)—these results are presented
here. Demographic characteristics in both surveys
were comparable to demographic estimates from
the 2000 census for age, race/ethnicity, sex, and lo-
cation of respondents. In the October survey, 60.9
percent of respondents were under 45 years of age,
52.0 percent were female, 71.6 percent were White,
14.3 percent Hispanic, 7.3 percent Asian, and 5.3
percent African-American. Of the respondents, 50.1
percent had a household income of $75,000 a year or
more, 29.5 percent had a college degree, and 35.8
percent were married. Among all respondents in the
October survey, 5.2 percent lived below Canal Street
at the time of the attacks, 20.1 percent lived above
Canal Street and below 14th Street, 27.1 percent
lived above 14th Street and below 60th Street, and
47.6 percent lived above 60th Street and below
110th Street. These zones are listed in order of in-
creasing distance from the WTC. Thirty-eight and
two-tenths percent of respondents said they wit-
nessed the September 11 attacks in person; 11.1
percent had a friend or relative killed during the at-
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tacks; 6.5 percent were displaced from their home
for at least one night because of the attacks; and
11.1 percent were involved in the rescue effort. De-
mographic characteristics in the January Manhat-
tan sample were comparable to those of the October
sample.
Prevalence of PTSD and Depression
 Table 1 shows the prevalence of PTSD as mea-
sured in the October and January surveys. In the
October survey, 19.3 percent (95 percent confidence
interval (CI = 16.7–22.0) of respondents reported
ever having symptoms consistent with a diagnosis
of PTSD. Overall, 8.8 percent (95 percent CI = 7.0–
10.8) reported symptoms consistent with PTSD
since September 11. Thus, the prevalence of noncur-
rent PTSD in the population surveyed could be esti-
mated to be as high as 10.5 percent on the basis of
subtracting current PTSD prevalence from lifetime
prevalence. The prevalence of PTSD specifically re-
lated to the September 11 attacks was 7.5 percent
(95 percent CI = 5.7–9.3). The PTSD prevalences in
the January survey were very similar to those ob-
tained in the October survey. The prevalence of life-
time PTSD was 19.0 percent (95 percent CI = 15.2–
22.8), and the prevalence of PTSD since September
11 was 8.5 percent (95 percent CI = 9–11.1). The
prevalence of PTSD since September 11 specifically
related to the September 11 attacks was 7.0 percent
(95 percent CI = 4.6–9.4). The comparability of the
prevalences of PTSD obtained from the October and
January surveys is an important and reassuring
point about the replicability of the PTSD measure
used in these studies. The prevalence of current
PTSD assessed in the January survey was 2.9 per-
cent (95 percent CI = 1.2–4.6). Thus, 4 months after
September 11, the prevalence of PTSD in the popu-
lation of Manhattan living below 110th Street as
measured by two cross-sectional surveys declined to
34.1 percent of the prevalence of PTSD 1 month af-
ter the event.
Table 1 also shows the prevalence of depression
measured in the October and January surveys. In
the October survey, 27.0 percent (95 percent CI =
23.9–30.1) of respondents reported ever having
symptoms consistent with a diagnosis of major de-
pression. Overall, 9.7 percent (95 percent CI = 7.3–
11.3) reported symptoms consistent with depression
since September 11. Thus, the prevalence of noncur-
rent depression in the population surveyed could be
estimated to be 17.3 percent by subtracting current
depression prevalence from lifetime prevalence. In
the January survey, 22.6 percent (95 percent CI =
18.5–26.7) of respondents reported symptoms con-
sistent with a lifetime diagnosis of PTSD and 10.1
percent reported symptoms consistent with depres-
sion since September 11. The comparability of the
results from the two surveys, again, is reassuring
about the replicability of the depression measure
used in these studies. The prevalence of current de-
pression assessed in the January survey was 4.2
percent (95 percent CI = 2.2–6.2). Thus, 4 months
after September 11, the prevalence of depression in
the population of Manhattan living below 110th
Street had dropped to 41.6 percent of the prevalence
of depression 1 month after the event.
Figure 1 presents the prevalence of PTSD symp-
toms and symptom criterion groups reported by re-
spondents in the October survey, 1 month after the
September 11 attacks. The most commonly reported
symptoms were intrusive memories (27.4 percent),
insomnia (24.5 percent), exaggerated startle re-
sponse (23.6 percent), and a sense of foreshortened
future (21.2 percent).
Figure 2 presents the comorbidity between
PTSD and depression reported in the October sur-
vey. Overall, 14.3 percent of respondents had diag-
nostic criteria that were consistent with current
PTSD or depression. Among respondents with
PTSD, 49.0 percent also met diagnostic criteria for
depression; among the respondents with current de-
pression, 45.4 percent also met diagnostic criteria
for PTSD. Comorbidity of PTSD and depression
with substance abuse from these surveys is docu-
mented elsewhere (Vlahov et al., 2002).
Mental Health Service Utilization 
Figure 3 presents the utilization of mental health
services and medications among residents of Manhat-
tan in the October survey. Overall, 16.9 percent (95 per-
cent CI = 14.4–19.5) had visited a mental health profes-
sional in the 30 days before September 11; 19.4 percent
(95 percent CI = 16.7–22.2) visited a mental health pro-
fessional in the 30 days after September 11. Ten percent
(10.0%) (95 percent CI = 7.9–12.0) of respondents in-
creased the frequency of visits between the two time
periods. Eight and nine-tenths percent (8.9 percent)
(95 percent CI = 7.1–10.8) of respondents reported us-
ing a psychiatric medication for personal or emotional
problems in the 30 days before September 11; 11.6 per-
cent (95 percent CI = 9.5–13.7) reported using a medi-
cation in the 30 days after September 11. Overall, 3.4
percent (95 percent CI = 2.1–4.7) of respondents report-
ed the use of new psychiatric medications in the month
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after September 11. Further details about mental
health service utilization from these surveys are docu-
mented elsewhere (Boscarino, et al., 2002).
Table 1. Prevalence of post-traumatic stress disorder (PTSD) and depression
after the September 11 terrorist attacks from two Community surveys









Total 988 100.0 506 100.0
PTSD 
Ever 206 19.3 16.7–22.0 103 19.0 15.2–22.8
Since September 11 95 8.8 7.0–10.8 49 8.5 5.9–11.1
Since September 11
and related to attacks**
78 7.5 5.7–9.3 41 7.0 4.6–9.4
Past month — — — 13 2.9 1.2–4.6
Past month and related to 
attacks
— — — 9 1.7 0.4–3.0
Depression 
Ever 247 27.0 23.9–30.1 120 22.6 18.5–26.7
Since September 11 99 9.7 7.3–11.3 55 10.1 7.2–13.0
Past month — — — 21 4.2 2.2–6.2
* Weighted percentages to reflect number of respondents in households, number of telephones. 
** Content-related symptoms associated with September 11 terrorist attacks.
Figure 1. Individual Post-Traumatic Stress 
Disorder (PTSD) Symptoms and Criterion Groups 
in October 2002 in Survey of Residents of 
Manhattan Living Below 110th Street; n = 988.
Source: Reprinted from Galea, Resnick, et al. (2002). 11
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Figure 2. Comorbidity Between Post-Traumatic 
Stress Disorder (PTSD) and Depression in October 
2001 in a Survey of Residents of Manhattan Living 
Below 110th Street; n = 988*. 
* Overall, 14.3 percent of respondents had symptoms 
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Discussion
Using data from two representative samples of
residents of Manhattan living south of 110th Street,
we present the prevalence of PTSD, depression, and
mental health service utilization in the months af-
ter the September 11 terrorist attacks. The preva-
lence of current (past 30 days) PTSD and depression
were 8.5 and 9.7 percent, respectively, 1 month after
the attacks and 2.9 and 4.2 percent, respectively,
four months after the attacks. Thus, the prevalence
of current PTSD and depression declined by approx-
imately two-thirds in the first four months after the
attacks. PTSD and depression were comorbid in
about half of all cases of either disorder. In the first
month after the attacks, 10.0 percent of respondents
reported an increase in frequency of visits to mental
health professionals and 3.4 percent reported tak-
ing new psychiatric medications. 
The findings documented in this study can be
compared with previous epidemiologic research that
provides baseline estimates of psychiatric condi-
tions in the general population and a limited num-
ber of post-disaster assessments of psychologic se-
quelae of disasters in the general population. The
Epidemiologic Catchment Area (ECA) study was
the first systematic use of the DIS to provide popu-
lation estimates of psychological conditions. Meth-
odologic studies have demonstrated that the DIS
provides reliable and valid diagnoses (Helzer et al.,
1985). Subsequently, the National Comorbidity Sur-
vey (NCS) has provided more current prevalences of
mental health disorders. Studies conducted as part
of the NCS have reported the prevalence of lifetime
PTSD as 7.8 percent and the lifetime and 30-day
prevalence of depression as 17.1 and 4.9 percent, re-
spectively (Blazer, et al., 1994; Kessler, et al., 1995).
The NCS estimates the 1-year prevalence of PTSD
as 3.6 percent among adults age 18 to 54 (U.S. De-
partment of Health and Human Services, 1999).
These figures suggest that our baseline estimates of
PTSD and depression are comparable to previously
established baselines. Our estimate for lifetime
noncurrent PTSD from both surveys was 10.5 per-
cent, slightly elevated when compared with the
NCS estimate. This elevation is not surprising in
the context of a survey conducted 1 month after a
major trauma that may have triggered symptoms
related to past events (McFarlane, 1989; Yehuda,
2002). Our estimate for lifetime noncurrent depres-
sion obtained in the October survey was 17.3 per-
cent; the inclusion of current depression would sug-
gest a prevalence of depression comparable to
national estimates. In the aftermath of the Septem-
ber 11 attacks, we documented a 7.5 percent preva-
lence of PTSD specifically related to the attacks
themselves. This finding suggests that the lifetime
prevalence of PTSD in residents of Manhattan dou-
bled as a result of the September 11 attacks. We
documented a prevalence of current depression of
9.7 percent and a lifetime depression of 27.0 per-
cent. These data show a doubling in current depres-
sion in the short-term and a 1.5-fold increase in the
prevalence of lifetime depression among residents of
Manhattan after the attacks. Comorbidity esti-
mates from our study are consistent with published
estimates (Kessler et al., 1994). It is worth noting
that our data suggest a return of current depression
levels to expected baseline levels four months after
the attacks.
There are relatively few population assessments
of mental health after disasters to which we can
compare our data. In addition, it is difficult to com-
pare prevalences between post-disaster studies in
the general population because of differences in di-
saster situations, diagnostic measures, and post-di-
saster research time frames. The Quake Impact
Study (QIS), a longitudinal project conducted after
the 1989 Newcastle earthquake in Australia (n =
3,484), estimated prevalence of PTSD as 18.3 per-
cent among those exposed to a high level of threat to
safety and 2.0 percent among the general popula-
tion six months after the event (Carr, et al., 1997). A
survey of the residents of Los Angeles County after
Figure 3. Mental Health Treatments Among 
Residents of Manhattan in the 30 Days Before and 
the 30 Days After September 11; n = 988.
* Includes visits to psychologists, psychiatrists, physicians, 
mental health counselors, social workers, ministers, or other 
specialists for a personal or emotional problem.
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the 1992 civil disturbances (n = 1,200) using out-
come measures similar to those used in our research
documented a 4.1 percent overall prevalence of cur-
rent PTSD six months after the event; rates of
PTSD were higher among persons who were in the
central city area closer to the disturbances (Hanson,
et al., 1995). Prevalence of PTSD in the general pop-
ulation after the Oklahoma City bombing (previous-
ly the largest terrorist act on U.S. soil) was not doc-
umented. However, one population survey after that
event found that residents of the Oklahoma City
metropolitan area had twice the psychological dis-
tress as did residents of a control community
(Smith, et al., 1999).
Evidence from prospective studies that have as-
sessed mental health after severe trauma suggests
that up to one-third of those who develop PTSD may
continue to meet full PTSD criteria six months after
the traumatic event (Kessler et al., 1995; Roth-
baum, et al., 1992; Shalev et al., 1998) and that a
substantial proportion of persons may continue to
suffer symptoms in the long term (McFarlane,
2000). Our results show a decline of both PTSD and
depression by up to two-thirds in the general popu-
lation in the first 4 months after the event. Thus,
the proportional decrease in PTSD prevalence over
time is consistent with the results of previous longi-
tudinal studies. Subsequent studies will determine
the extent to which the prevalence of mental health
disorders in the population persists in the long
term. 
Although we did not document a substantial in-
crease in new mental health utilization in Manhat-
tan one month after the September 11 attacks, we
found an increase in frequency of mental health vis-
its in this period. It is likely that the level of ongoing
stress and transportation disruptions in the city at
the time of the October survey affected mental
health utilization in the immediate post-disaster pe-
riod. Comparison with other post-disaster assess-
ments is limited by a paucity of comparable data.
Although 41 percent of the direct survivors of the
Oklahoma City bombing were reported to have
sought professional mental health treatment in the
first six months (North et al., 1999), only 8.5 per-
cent of the general population sought help in the
first three months after that disaster (Smith, et al.,
1999). We found that 19.4 percent of respondents in
Manhattan saw mental health professionals in the
30 days after the attacks. However, comparisons be-
tween these studies are limited by the absence of
pre-event utilization measures in Oklahoma. The
QIS found that 21.3 percent of adults used disaster-
general support services (Carr, et al., 1992), al-
though these included services other than mental
health services. We are not aware of post-disaster
prevalence estimates of psychiatric medication use
at the population level.
Limitations
We present results from two cross-sectional sur-
veys carried out one and four months after Septem-
ber 11. Although these surveys can provide an esti-
mate of the progression of PTSD and depression in
the general community after this disaster, a definite
assessment of prognosis of symptoms after a mass
trauma can be obtained only from a cohort assess-
ment. We describe elsewhere our reasons for con-
ducting serial cross-sectional surveys, rather than a
cohort study, after this disaster (Galea et al., 2002).
We used the same measures to detect PTSD and de-
pression symptoms in both surveys, which permit-
ted us to compare between surveys. These measures
have previously been validated and we have shown
replicability of results when these survey measures
are used one and four months after an event. We
used RDD telephone surveys to obtain estimates of
PTSD and depression after September 11. Tele-
phone surveys have been shown to be an efficient
method for collecting information from large repre-
sentative samples of respondents at relatively low
cost without significant response bias in detection of
critical variables of interest as compared with in-
person interview approaches (Simon, et al., 1993;
Weeks, et al., 1983). Although telephone service was
disrupted soon after the attacks, it had been re-
stored by the time of our first survey. Comparing re-
sults from our surveys with other post-disaster as-
sessments that used different measures to assess
mental health symptoms is difficult. It is also diffi-
cult to generalize from these results to the context
of other disasters. In the New York City post-Sep-
tember 11 context, other ongoing traumas (e.g., the
anthrax threats) could have affected the prevalence
of symptoms detected in our surveys. The results
presented here relate to assessments of residents of
Manhattan living south of 110th Street. This repre-
sents a mostly White, socioeconomically advantaged
area. Generalization of these results to other, socio-
economically diverse neighborhoods should be car-
ried out with caution. Further studies we have con-
ducted document the prevalence of mental health
symptoms after the attacks in the rest of New York
City. 
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Conclusions
We present summaries of the prevalence of
PTSD, depression, and mental health service utili-
zation in the general population of Manhattan one
and four months after the events of September 11.
Baseline estimates from our study are comparable
to previously published general population preva-
lences. Comparison with other post-disaster assess-
ments is limited by a paucity of comparable data.
Descriptive epidemiology of the mental health con-
sequences of disasters in the general population
presents unique challenges. First, disasters happen
unexpectedly. Epidemiologic research after disas-
ters must be organized, funding obtained, and stud-
ies conducted, often under difficult circumstances.
Second, in the context of a mass disaster, such as
the September 11 attacks, the general population is
sensitized to research that may be perceived as in-
trusive or poorly timed. In the assessments reported
here, we took great care to fully explain the purpose
of the research to all potential participants and
made psychological counseling available to all par-
ticipants in the study. Third, public health planners
are likely to be too preoccupied with the acute re-
sponse to a disaster (and providing services to those
directly affected) to carry out systematic epidemio-
logic assessments of the general population that can
adequately guide resource allocation and interven-
tion. In this context, an academic partnership of ep-
idemiologists carried out these studies and supplied
the New York Department of Health with prelimi-
nary analyses from our assessments to inform
evolving interventions. Further work by our re-
search team will assess the prognosis of PTSD and
depression in the New York City metropolitan area,
identify key correlates of mental health problems,
and test possible psychoeducational interventions
that can be used in the context of other mass trau-
ma. The capacity to carry out rapid assessments
should be part of disaster mental health prepared-
ness plans. 
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